Background: Determining and understanding of healthcare costs and its financing method is one of the most important subjects understatement of which can cause such major problems as excessive health costs for households due to the high rate of out-of-pocket expenses.
Background
High amounts of direct payments on the part of the households are known as a malfunction in the healthcare system due to which the households are not only suffering from the diseases but also the direct financial burden (1) . Funding of healthcare costs in low-income countries, especially in Asian countries is often done through payout-of-pocket and in the absence of pre-payment mechanisms such as the right to have healthcare insurance. When healthcare costs exceed the amount of household income or while the big part of the household costs are spent on healthcare compared to the cost of living and services other than medical, or a large share of household income is devoted to healthcare, it will impose heavy, namely crippling costs when facing an illness (2) . In this case, particularly vulnerable households will face troubles due to financial intermediaries in accessing the medical services and providing the costs; they have to cut down on their other necessary expenses, which degrade the welfare of households. In addition, some households due to lack of financial sources are deprived of the process of treatment or follow-up steps, which degrades the healthcare of families and society. Therefore, considering the volume of healthcare payments and their share out of the household income are important factors that should be taken into account in the healthcare system policy making and planning (3) .
In a study in eight countries to determine the fairness of healthcare costs, it was determined that pre-paid expenses among the various income deciles reflect less fluctuation and all income deciles spent the same proportion of their income on pre-paid healthcare costs. However, the situation was different in the case of pay-out-of-pocket costs. The rich people in India and Tanzania spent a greater proportion of their income on these kinds of expenses. In contrast, in Mexico, Pakistan and Brazil, the poor people spent a greater proportion of their income out-of-pocket. The most unjust situation was observed in Vietnam in which pre-paid expenses in all deciles except the highest decile (the rich people) was about zero and the poor people spent a greater proportion of their income out-of-pocket directly (about 23% of the total revenue) (4). According to World Bank figures, despite fluctuations, payment-out-of-pocket increased from 50.3% in 2006 to 58.46% in 2011. The highest amount of paying out of pocket was 59.38% in 2009 and the lowest one was equal to 59.38% in 2006. According to the recent statistics, the share of treatment costs in Iran was so high that it led to the heavy pressure of healthcare costs on the people and an excessive rise of the public share in healthcare costs (5) . According to the National Healthcare Services, more than 60% of the healthcare costs are funded by the direct payments of households while receiving services (6) . In some studies, the payment rate of excessive healthcare costs was reported between 11.8% to 22.2% (7) (8) (9) .
In a study by knaul et al. conducted in 12 countries of Latin America and the District of Caribe (LAC), the rate of excessive cost was determined about 30%. The crippling cost was reported in the range of 1% to 25% among the countries (1). Xu et al. studied multiple effects of the variables under study on catastrophic household costs. While financial contribution of the households to the healthcare system (household healthcare costs) is more than 40% of the household costs (after exclusion of basic needs), families are trapped in crippling or catastrophic costs. They found that the share of crippling payments by paying out of pocket had various ranges among the countries (from 0 in Czech Republic and Slovak to over 10% in Brazil and Vietnam). The highest rates of crippling payments were reported in some transition countries and South America (10) . In a study carried out in Georgia, the results showed that 2.8% of household payments in 2000 i.e. more than 40% of the paying ability reached 11.7% in 2007 (11) . In a study of healthcare costs of households in Nepal, Hotchkiss et al. estimated the ratio of healthcare costs to total family income in the first quartile (the lowest), second, third and fourth, 3.2%, 4.6%, 6.7%, 7.8%, respectively (12) . In a similar study, do Rosario Giraldes estimated the share of medication costs from household income as one of the highest Gini indices (extreme inequality) while studying socio-economic equity indicators related to healthcare in the European Union countries (13) . This issue was considered in Iran in recent years. In article 90 of the law of provision of the fourth plan, it is mentioned that equal accessibility to public healthcare services and reducing the proportion of low-income and vulnerable households in the payment of costs, resource distribution should be arranged in a way that the public fair financial participation index (90%) be promoted and what people pay directly from their pockets should not exceed 30%. Due to the high rate of paying out of pocket and inflation rate in Iran, it seems essential to study the healthcare cost, policy-making and appropriate decisionmaking in the healthcare sector.
Objectives
The current study aimed to analyze the healthcare costs and determine the share of Isfahan province, Iran, from the total healthcare costs of the country from 2006 to 2011.
Materials and Methods
This retrospective study was carried out with a descriptive-analytical design in 2011 in which the period of 6 years from 2006 to 2011 were analyzed. The study population was the Isfahan province and the statistical data were gathered from statistical yearbooks of the country, the website of the World Bank, the Statistics provided by the Healthcare Departments of Isfahan and Kashan Universities of Medical Sciences and statistical data provided by Iran Statistics Center in 2011. The data were analyzed regarding the healthcare and social healthcare insurance costs in urban and rural households in Isfahan province and compared with that of the country's average. Excel software was used for data analysis. Table 1) .
Results

The Annual Average Net Costs of Healthcare for Household in Isfahan Province
The total annual healthcare costs of rural households had a positive growth trend in the years under study. As it was observed, the total annual healthcare costs of the rural households was 491 dollars in 2006 that reached 592 with a positive growth of 20.36% in 2007 and the following years. These amounts were 713 and 716 dollars (7.9 and 11.5 million rials) in 2010 and 2011, respectively. Variations in annual healthcare costs of rural households were largely similar to those of the rural households, the only difference was that these costs dropped to 565 dollars change in 2010. The upward trend of the mentioned costs was fixed as total annual healthcare costs 
The Per Capita Cost of Healthcare in the Province
According to the available statistics regarding the performance of the current budget, specific and acquisition of assets of Medical Sciences University of, Isfahan and Kashan, and considering the population statistics of Isfahan province during the years 2006 to 2011, the total per capita cost of funds and total per capita healthcare cost can be calculated. The following per capita healthcare and treatment costs are separately presented from specific and the current budget (Figure 1 ). The lowest per capita healthcare was about 13. 
Discussion
According to the obtained results, healthcare costs of Isfahan province were higher than the national average; therefore, healthcare and social healthcare insurance costs in the cities and villages of this province are higher than the national average of healthcare and social healthcare insurance costs. Meskari et al. showed that the average cost of healthcare insurance and the national average cost of healthcare of households in the cities with a growth rate of 16.7% reached from 4125 rial to 159716 rials (15.2 dollars to 17 dollars) and with a growth rate of 30.06% it reached from 25654 to 5192881 from 1981 to 2007, and The average costs of medical insurance and healthcare were 23.3% and 34.5% in the rural areas, respectively. The current study showed that the increase of the healthcare costs could be a consequence of the emerging and chronic diseases, advances of diagnostic and therapeutic technology, and the aging of population (14) . The study by Khosravi The study by Kazemian et al. indicated that the Iranian urban household's healthcare cost is 68% more than that of the rural households (17) . These findings are consistent with the previous Iranian study which estimated the exposure of households with catastrophic healthcare expenditures as 4% (18) . Another Iranian study estimated this figure as 3.29% and 1.87% for the rural and urban areas of the country, respectively (19) . On the other hand, other Iranian studies at regional level estimated this figure as 22.2% in Kermanshah province (20) and 11.7% in district 17 of Tehran, Iran (8) . Of course, these great divergences could be because of the respective survey methods or data analysis, the possibility of high expenditures due to low access to healthcare services and also better access to these facilities in the capital compared to the other areas. According to a study in Georgia, 14.8% of households in the capital of the country faced with catastrophic expenditures, while it was 11.2% in east of the country and 10%, 1% in the western part of the country (11) .
The results of the current study showed that healthcare costs are rising across the province and country, meanwhile much of the payments will be paid directly out of pocket. Increasing the share of healthcare costs on the part of households could reduce access of households to healthcare and cause the increase of the crippling costs. In fact, since households spend a high proportion of their disposable income on crippling healthcare costs, they will suffer great financial losses and may also be drawn into poverty. The share of healthcare sector in GDP is relatively low in Isfahan province and the country. On the other hand, the study results indicated that the share of treatment costs were higher than healthcare costs in Isfahan province in all the years under study, it is supposed to represent the views and approaches to healthcare were instead of a preventive care prospect and it could be said the primary healthcare network faces issues. In addition, treatment-based diagnostic medication measures may not be based on evidence, which itself imposes certain costs.
Therefore, the allocation and distribution of financial resources in the healthcare system is one of the most basic elements of this system that on one hand is affected by plans and strategies of the system and on the other hand it is direct for performance and behavior. In this respect, considering the first level of healthcare services such as primary care and prevention should be a priority and the allocation rate of financial resources to the second and third levels should be planned and scheduled.
Therefore, due to the growing demand for healthcare, especially medical care, and considering the financial constraints, the health sector financing methods should be defined, and allocation of financial resources to different levels based on certain objectives and strategies and all sectors whether public or private should obey a regular and systematic framework in order to coordinate the healthcare servicing system both in provincial and national scales to achieve the healthcare system goals and overcome the challenges such as high level of paying out of pocket and rising healthcare costs especially integration treatment costs efficiently.
